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Foreword 
There is extensive evidence that connected and empowered communities are healthy 
communities. Communities that are involved in decision-making about their area and 
the services within it, that are well networked and supportive and where neighbours 
look out for each other, all have a positive impact on people’s health and wellbeing. 
Three million volunteers already make a critical contribution to the provision of health 
and social care in England. This is a huge asset to our nation’s health.  
 
The NHS Five Year Forward View sets out how our health services need to change 
and argues for a new relationship with patients and communities. PHE’s strategy, From 
Evidence into Action, calls for place-based approaches that develop local solutions, 
drawing on all the assets and resources of an area; integrating public services and also 
building resilience of communities in order to improve health and wellbeing for all and 
to reduce health inequalities.  
 
As part of our joint commitment to community approaches and harnessing this 
renewable energy, NHSE and PHE have together set out what works. Through this 
guide we outline a ‘family of approaches’ for evidence-based community-centred 
approaches to health and wellbeing. 
 
Our challenge is to create the conditions for community assets to thrive, to remove any 
barriers and for our services to work alongside communities in ways that are 
empowering, engaging and meaningful.  
 
This guide demonstrates the diversity and richness of community-centred approaches 
and the need to take not just one approach. We hope it will stimulate partnership 
working and, above all, put communities at the heart of what we do.  
 
 
                        
 
Duncan Selbie                                                     Simon Stevens 
Chief Executive, Public Health England           Chief Executive, NHS England 
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Executive summary 
Background 
Local government and the NHS have important roles in building confident and 
connected communities as part of efforts to improve health and reduce inequalities. 
The project ‘Working with communities – empowerment evidence and learning’ was 
initiated jointly by PHE and NHS England to draw together and disseminate research 
and learning on community-centred approaches for health and wellbeing. This report 
presents the work undertaken in phase 1 of the project and provides a guide to the 
case for change, the key concepts, the varieties of approach that have been tried and 
tested and sources of evidence.  
 
Why work with communities? 
Communities, both place-based and where people share a common identity or affinity, 
have a vital contribution to make to health and wellbeing. Community life, social 
connections and having a voice in local decisions are all factors that underpin good 
health, however inequalities persist and too many people experience the effects of 
social exclusion or lack social support. Participatory approaches directly address the 
marginalisation and powerlessness caused by entrenched health inequalities. 
 
Communities as building blocks for health 
The assets within communities, such as the skills and knowledge, social networks and 
community organisations, are building blocks for good health. Many people in England 
already contribute to community life through volunteering. Participation is also about 
representation, community leadership and activism. There are important roles for NHS, 
local government and their partners in fostering community resilience and enabling 
individuals and communities to take more control over their health and lives. 
 
A family of approaches that work for health and wellbeing 
Community-centred approaches are not just community-based, they are about 
mobilising assets within communities, promoting equity and increasing people’s control 
over their health and lives. A new family of community-centred approaches represents 
some of the available options that can be used to improve health and wellbeing, 
grouped around four different strands: 
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 strengthening communities – where approaches involve building on community 
capacities to take action together on health and the social determinants of health 
 volunteer and peer roles – where approaches focus on enhancing individuals’ 
capabilities to provide advice, information and support or organise activities around 
health and wellbeing in their or other communities 
 collaborations and partnerships – where approaches involve communities and local 
services working together at any stage of planning cycle, from identifying needs 
through to implementation and evaluation 
 access to community resources – where approaches connect people to community 
resources, practical help, group activities and volunteering opportunities to meet 
health needs and increase social participation 
 
Health outcomes and evidence  
National Institute for Health and Care Excellence (NICE) guidance endorses community 
engagement as a strategy for health improvement. There is a substantial body of 
evidence on community participation and empowerment and on the health benefits of 
volunteering. The current evidence base does not fully reflect the rich diversity of 
community practice in England. Cost-effectiveness evidence is still limited; 
nevertheless research indicates that community capacity building and volunteering 
bring a positive return on investment.  
 
Conclusion 
There is a compelling case for a shift to more person and community centred ways of 
working in public health and healthcare. A new family of community-centred 
approaches maps the range of options to achieve this shift. PHE and NHS England will 
continue to make evidence and learning on community engagement and development 
more accessible as part of efforts to mainstream good practice.  
 
Implications for local leaders, commissioners and service providers: 
 consider how community-centred approaches that build on individual and community 
assets can become an essential part of local health plans 
 recognise the scope for action as there are a diverse range of approaches that can 
be used to improve physical and mental health 
 use the family of community-centred approaches as a tool to consider potential 
options for commissioning health improvement and preventive services 
 involve those at risk of social exclusion in designing and delivering solutions that 
address inequalities in health 
 celebrate, support and develop volunteering as the bedrock of community action  
 apply existing evidence to the local context, but be prepared to evaluate
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Introduction 
The move to a new health system, including the transfer of public health to local 
government, has created opportunities for public health and healthcare to become more 
person and community centred, enabling individuals to realise their potential and to 
contribute to building healthier, more resilient communities.1, 2 The shifts in 
commissioning and practice that are starting to occur towards a ‘whole-of-society’ 
approach to health need to be supported by a clear narrative setting out the case for 
working with communities, combined with good access to evidence and practical 
information. In England, a wealth of research and established models already exists, but 
that knowledge has not been brought together anywhere. The invaluable contributions 
and experiences of citizens actively involved in their own communities are rarely 
considered as part of the evidence base. 
 
The project ‘Working with communities – empowerment, evidence and learning’, 
beginning in 2014, aims to draw together and disseminate evidence and learning on 
community-centred approaches to health and wellbeing. This report, which presents the 
work undertaken in phase 1, sets out a conceptual framework for working with 
communities, and summarises the different types of interventions available as well as 
signposting key research. Overall, the report is a guide for commissioning and practice 
that can be used to support delivery on the NHS Five Year Forward View3 and PHE’s 
seven priorities for prevention.4 The report is set out as follows: 
 
 the rationale for working with communities 
 how community life is a major determinant of health and key concepts 
 the family of community-centred approaches 
 an overview of the evidence base, outcomes and economic issues  
 conclusions and implications for local leaders and commissioners.  
 
What does ‘community’ mean? 
‘Community’ as a term is used as shorthand for the relationships, bonds, identities and 
interests that join people together or give them a shared stake in a place, service, 
culture or activity.5 Distinctions are often made between communities of 
place/geography and communities of interest or identity, as strategies for engaging 
people may vary accordingly.6 Nevertheless, communities are dynamic and complex, 
people’s identities and allegiances may shift over time and in different social 
circumstances. Unless otherwise stated, this report uses the NICE definition of 
community as an umbrella term, to cover groups of people sharing a common 
characteristic or affinity, such as living in a neighbourhood, or being in a specific 
population group, or sharing a common faith or set of experiences.7  
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Why work with communities? 
In the 21st century our health system must evolve and respond to the many demands 
and challenges it faces. At the same time, it must stay rooted to the values, such as 
equity and solidarity that have shaped and sustained it. Communities are part of that 
health system and have a vital contribution to make to improving health and wellbeing, 
along with individual-level approaches to health and care.  
 
Community (or citizen) participation, that is the active involvement of people in ‘formal or 
informal activities, programmes and/or discussions to bring about a planned change or 
improvements in community life, services and/or resources’,8 has long been a central 
tenet of public health and health promotion.9 The justifications for engaging 
communities are well versed. A World Health Organization (WHO) Europe publication 
on community participation in local health and sustainable development 10:12-13 
summarises the rationale to: 
 
 increase democracy, as participation is both a basic right and an essential element of 
citizenship 
 combat social exclusion by giving people a voice, especially marginalised 
populations 
 empower individuals and communities and enable them to gain more control over 
their lives 
 mobilise community resources and energy 
 develop holistic approaches 
 aid decision-making and design more effective services through better local 
intelligence 
 ensure community ownership and ultimately the long-term sustainability of 
programmes 
 
More recently, the idea of a ‘whole-of-society’ approach to achieving health goals has 
emerged. It is based on the idea that civil society has a vital contribution to make to an 
interconnected health system.11 Health equity remains a prime concern, with calls for 
ending exclusionary processes that leave some groups marginalised and also greater 
involvement of those most affected by inequalities.11 The chief medical officer for 
England has argued, with others, that we need a new wave of public health based on 
‘the active participation of the population as a whole’ and a renewed focus on working 
together.12:3 
 
As well as new statutory duties to involve,13, 14 government has advocated changes in 
the relationships between local services and citizens, so that individuals and 
communities can play a bigger role in improving health and wellbeing.15, 16 While there 
is broad support for this,4 the challenge has always been to translate those high-level 
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aspirations into sustainable action that makes a difference. Community-centred ways of 
working have often been poorly understood and located on the fringes of mainstream 
practice, which has largely been dominated by professionally-led solutions.17 There are 
a number of reasons why this situation needs to change: 
 
 we are unlikely to narrow the health gap in England without actively involving those 
most affected by inequalities.18 Participatory approaches directly address the 
powerlessness and low self-esteem associated with structural inequalities. They also 
help improve access and uptake19  
 the assets within communities, such as skills, knowledge and social networks, are 
the building blocks for good health and cannot continue to be ignored.20, 21 A sole 
focus on community needs and deficits limits the options available, and sometimes 
increases stigma by labelling people with problems 
 health behaviours are determined by a complex web of factors including influences 
from those around us.22 Community engagement and outreach are often a vital 
component of behaviour change interventions23, 24 and the support from peers who 
share similar life experiences can be a powerful tool for improving and maintaining 
health25 
 social isolation and loneliness is a major public health issue, associated with higher 
risks of mortality and morbidity.26 But people can ‘recover’ from loneliness,27 meaning 
that there is scope for interventions to improve social connections28  
 wellbeing is a key concept for a functioning and flourishing society29 and community 
life, social connections, and active citizenship are all factors that enhance 
wellbeing.30 Thinking about how to enhance the informal ways people connect with 
others and offer assistance opens up the possibilities for positive change31  
 a flow of new ideas and intelligence from local communities is needed to give a full 
picture of what works and what is needed.32 Local government and clinical 
commissioning groups now have the freedoms to involve communities in jointly 
developing locally tailored solutions  
 in the current period of austerity, the Wanless review’s conclusion that high levels of 
public engagement are needed in order to keep people well and manage rising 
demand remains highly relevant.33 As the NHS Five Year Forward View (2014) 
makes clear, harnessing the ‘renewable energy’ of patients and communities is no 
longer a ‘discretionary extra’ but instead is key to the sustainability of health and care 
services3 
 
There is a compelling case for a shift to more people and community centred 
approaches to health and wellbeing. The core concepts that underpin this shift are 
voice and control, leading to people having a greater say in their lives and health; 
equity, leading to a reduction in avoidable inequalities, and social connectedness, 
leading to healthier more cohesive communities (figure 1). 
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Figure 1. Confident and connected communities 
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Communities as building blocks for health 
The quality of community life, social support and social networks are major influences 
on individual and population health, both physical and mental.34, 35 The recent WHO 
European review on social determinants and the ‘health divide’ states: “How people 
experience social relationships influences health inequities. Critical factors include how 
much control people have over resources and decision-making and how much access 
people have to social resources, including social networks, and communal capabilities 
and resilience.” 34:15 
 
Good social relationships and engagement in community life are necessary for good 
mental health, and may offer protection in adversity or where there is exposure to 
stressors.36-38 The ability to form positive relationships is an integral part of wellbeing29 
and individuals are recommended to connect with those around them as one of the ‘five 
ways to wellbeing’.30 Compelling evidence from a meta-analysis of 148 studies on social 
relationships and mortality risk26 shows that communities ‘with strong social 
relationships are likely to remain alive longer than similar individuals with poor social 
relations’, with a 50% increase in odds of survival over an average follow-up of 7.5 
years when integration in social networks, supportive social interactions and perceived 
social support were examined.26:9  
 
There is a social gradient across the social factors that support good health.34 A WHO 
Europe review of mental health, resilience and inequalities39 reports that high levels of 
social capital can buffer some of the effects of stress, but at the same time deprivation 
and inequalities ‘erode’ the resources needed for good mental health. The Marmot 
review shows how just under a fifth of people (19%) living in the most deprived areas of 
England have a severe lack of social support and around a quarter (26%) have some 
lack, compared to 12% and 23% in the least deprived areas.18  
 
Health assets 
All communities have local health assets as well as health needs. Assets that can 
support positive health and wellbeing include: 
 
 the skills, knowledge, social competence and commitment of individual community 
members 
 friendships, intergenerational solidarity, community cohesion and neighbourliness 
within a community 
 local groups and community and voluntary associations, ranging from formal 
organisations to informal, mutual aid networks such as babysitting circles  
 physical, environmental and economic resources within a community 
 assets brought by external agencies – public, private and third sector21, 40 
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There is a growing interest in the UK in asset-based approaches that identify and 
mobilise the assets of individuals, communities and organisations to enhance individual 
and community capabilities and address health inequalities.41, 42 Salutogenesis is the 
underpinning theory, that is understanding how positive health is created and how 
people stay well even when faced with stressful events or adverse circumstances.43 
Resilience is an important concept at individual and community levels44, linked to an 
evidence base on social factors that protect and maintain health in adversity.39, 45 
 
Empowerment 
Power and participation matter to health, at an individual and a collective level. 
Individual empowerment is about individuals gaining a sense of control over their lives 
and health. This can happen through development of personal skills, self-confidence 
and coping mechanisms.46 Self-efficacy, self-esteem, confidence to change and 
problem solving skills are all factors in the adoption of positive health behaviours and 
self care.47, 48 
 
Community empowerment is about people working collectively to shape the decisions 
that influence their lives and health. Ultimately it involves changes in power relations, 
leading to a more equitable society.49 There is a relationship between individual and 
community empowerment, but it is not a simple continuum, as participation involves 
dynamic processes and people’s involvement can strengthen or lessen over time.  
 
Participatory methods address some of the power imbalances that arise because of 
inequalities,19, 46 enabling disadvantaged and marginalised groups to gain more 
control.49 A distinction is often made between instrumental approaches to participation, 
where communities are engaged for a specific purpose and empowerment approaches, 
where the goal is determined by the community.50 While ladders of participation usually 
imply citizen control is the ultimate goal51, others argue that a pluralistic, multi-
dimensional approach is required, where methods are matched to the different 
expectations and purposes of involvement.52 Wilcox’s ladder is often used in UK 
practice, because it sets out five alternative stances with differing levels of power 
sharing53 (table 1). 
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Table 1. A ladder of participation  
 
Level Typical process Stance 
Supporting 
local 
initiatives 
Community 
development 
 
‘We can help you achieve what 
you want, within guidelines’ 
Acting 
together 
Partnership building ‘We want to carry out joint 
decisions together’ 
Deciding 
together 
Consensus building ‘We want to develop options and 
decide together’ 
Consultation Communication  
and feedback 
‘These are the options what do 
you think?’ 
Information Presentation and 
promotion 
‘Here’s what we are going to do…’ 
 (Adapted from: Wilcox, The guide to effective participation.1994:15) 
 
Volunteering and active citizenship  
Volunteering is a form of participation and an important part of the social fabric in 
England, occurring across most of the wider determinants of health including: sport and 
exercise, education, justice, arts and culture, children and young people, older people, 
neighbourhood and citizens groups, conservation, environment and heritage, as well as 
health and care.54 Levels of volunteering are high in England: the Citizenship Survey for 
2012-13 shows that almost half of people surveyed (49%) volunteered either formally 
through clubs and organisations or informally assisted neighbours and friends at least 
once a month. Seventy-two per cent of people volunteered at least once a year.55 In the 
health and social care sector in England, the King’s Fund estimates that around three 
million people currently volunteer, compared to an NHS paid workforce of 1.4 million.56 
 
Experimental and cohort studies show participation in volunteering is strongly 
associated with better health, lower mortality, better functioning, life satisfaction and 
decrease in depression.57, 58 Whether volunteering leads to better health or healthier 
people are more likely to volunteer, the public health implications are that barriers to 
volunteering should be removed57 and disadvantaged groups enabled to take part.59  
Finally, volunteering sits among a broader set of actions that form participation in civil 
society. Taking part in community life and in democratic and political processes together 
constitute active citizenship.60 Community leadership and representation are part of this. 
There is also a long tradition of highly successful citizen activism on public health 
issues, from demands for access to contraception in the early 20th century to later 
campaigns on disability rights.61 
 
The role of local services  
What makes us healthy often lies outside the remit of healthcare and formal public 
health programmes. There are still important roles for local government and the NHS 
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working in partnership with communities in improving health and wellbeing and in 
ensuring that individuals and families receive high quality care and preventive 
services.3, 4 The Marmot strategic review of health inequalities in England post-2010 
recommended that public and third sectors adopt new roles to create conditions in 
which individuals and communities take control.18:152 
 
According to the King’s Fund, strong communities, wellbeing and resilience are key 
areas where local government can take evidence-based actions.62 The Think Local Act 
Personal (TLAP) partnership, for example, brings together an emphasis on community 
self help with co-production of services to support the further personalisation of health 
and social care.63 Local government can also use planning and regulatory powers to 
create safe, sustainable environments.64 The recent O’Donnell report on wellbeing and 
policy argues that creating a built environment that is sociable and green is a policy 
priority: “Spaces that create opportunities for people to dwell and meet, be they parks, 
porches, or post offices, provide the soil for the seeds of friendship and connection to 
grow.”31:65 
 
Participation is part of good governance for health. Involving local communities needs to 
go beyond consultation in order to tackle inequalities in health effectively.65 NHS 
England’s guidance on transforming participation in health and care sets out the duties 
for commissioners involving individuals in their care and the public in commissioning.66 
People-centred health systems are a goal of WHO Europe’s Health 2020 policy 
framework,1 supported by new models of governance that give a greater role to citizens, 
patients and consumers both in policy-making and in shared decision-making in health 
and care relationships.67  
 
In summary, this section has provided an overview of how community connections and 
participation influence health and wellbeing and the ways that local services can work 
with communities to improve community life. At the informal end are the many acts of 
neighbourliness and reciprocity that keep people well and engaged, with little 
intervention needed. At the other end of the spectrum are formal services and the ways 
in which patients, carers and the wider public can shape how care is provided. Local 
government and the NHS have a vital role in ensuring that all groups, but especially 
those at highest health risk, have access to the social resources that support good 
health. The following section identifies some of the available options for building 
confident and connected communities as a resource for living well. 
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A family of community-centred approaches  
A diverse range of community interventions, models and methods can be used to 
improve health and wellbeing or address the social determinants of health. UK 
community health practice is rich and diverse, encompassing national programmes 
through to small local projects. This section introduces a ‘family of community-centred 
approaches’. It illustrates some common options and identifies the mechanisms of 
change based on the core concepts of equity, control and social connectedness. The 
term ‘community-centred’ has been used rather than ‘community-based’ because these 
approaches draw on community assets, are non-clinical and go beyond using a 
community as a setting for health improvement. Community-centred approaches 
complement other types of interventions that focus more on individual care and 
behaviour change or on developing sustainable environments. The family analogy is 
used because there are many interconnections and relationships between the different 
approaches. 
 
What are community-centred approaches to health and wellbeing? 
 
Community-centred approaches: 
 
– recognise and seek to mobilise assets within communities. These include the skills, 
knowledge and time of individuals, and the resources of community organisations and groups 
– focus on promoting health and wellbeing in community settings, rather than service settings 
using non-clinical methods  
– promote equity in health and healthcare by working in partnership with individuals and groups 
that face barriers to good health 
– seek to increase people’s control over their health and lives 
– use participatory methods to facilitate the active involvement of members of the public 
 
The family of community-centred approaches 
The family of approaches represents some of the available options, grouped around 
four different strands (see figures 2 and 3): 
 
 strengthening communities – where approaches involve building community capacity 
to take action on health and the social determinants of health 
 volunteer/peer roles – where approaches focus on enhancing individuals’ capabilities 
to provide advice, information and support or organise activities around health and 
wellbeing in their or other communities 
 collaborations and partnerships – where approaches involve working in partnership 
with communities to design and/or deliver services and programmes  
 access to community resources – where approaches focus on connecting people to 
community resources, information and social activities 
Community-centred approaches for health and wellbeing 
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The family builds on work done in a major review of community engagement and 
inequalities.68 The family provides a broader representation to reflect the breadth of UK 
practice, the potential contribution of civil society and public and third sectors, and the 
importance of equity, empowerment and social connectedness across all strands of 
work. Active citizenship in campaigning and lobbying, and in civic life more generally, is 
not represented in the family, nonetheless underpins a healthy society. The focus here 
is on practical, evidence-based models that local government, NHS and third sector can 
use to work with communities to achieve health goals. More details on how the family 
was developed can be found in appendix 1.  
 
How to use the family 
 
The family of approaches maps potential options, adaptable to local circumstances and 
priorities. The following sections describe the key features of each group, the types of 
interventions included and how they work (mechanisms of change), ending with a list of 
key reviews and resources.  
 
The family is not a set of mutually exclusive categories as many programmes will 
include multiple components, for example time banking is a volunteer model that 
involves both community capacity building and access to community resources. Some 
of the differences lie in whether approaches are:  
 
 focused on wider determinants or on individual health and/or health behaviours 
 community-led or professionally-led, and whether that changes over time 
 delivered as formal interventions (with some standardised components like a training 
package) or through developmental methods that facilitate personal learning and 
informal networks  
 high intensity, targeted interventions that work with specific communities over time, or 
low intensity approaches with broader appeal that can be used across population 
groups  
 
NICE guidance on community engagement7 is that engagement principles and methods 
have to be considered in relation to the social context. Ultimately, what local 
government and the NHS do to enable and support communities needs to be 
proportionate for those with the greatest needs or who face the largest barriers to 
achieving good health.65 
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Figure 2. The family of community-centred approaches for health and wellbeing1 
                                            
 
1
 The family of community-centred approaches for health and wellbeing (South, 2014) 
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Figure 3. The family of community-centred approaches with examples of common UK models 
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Strengthening communities  
This group of approaches seeks to draw on and strengthen community capacity to take 
collective action that will in turn lead to changes in health or the social determinants of 
health. Approaches can be applied at a neighbourhood level to address health 
inequalities and also used to work with specific communities experiencing the effects of 
social exclusion. Approaches include: community capacity building,69 community 
development,70 asset-based community development (ABCD),40 community 
empowerment models,71 community organising,72 and mutual aid73 interventions. 
Many of these share similar principles, but traditions differ between countries. Based on 
common approaches in the UK, ‘strengthening communities’ is grouped into: 
 
1. Community development. This is defined as ‘a long–term value based process 
which aims to address imbalances in power and bring about change founded on 
social justice, equality and inclusion’.74 Communities identify issues and determine 
joint actions to build healthy, sustainable and more equitable communities.75 There 
is a long tradition of community development and health projects in the UK;76 
these have often been locality based, and typically take a holistic approach to 
community health, delivering a range of community-based activities. Community 
development and mental health projects use the core principles of community 
development to empower people who are experiencing or are at risk of mental 
health problems, through raising critical awareness, offering peer support and 
challenging stigma.77, 78 
 
C2 Connected Communities 
C2 is a specific model of neighbourhood community development that has been successfully 
adopted in a number of disadvantaged communities in England.70, 79 Originally developed to 
tackle major health inequalities in a Plymouth community, the methodology comprises a series 
of seven practical steps moving from identifying issues and the community leaders who could 
help, through to implementing community actions and changes in service delivery. Sustained 
partnership working between community members and local services is a key feature of this 
approach.  
 
2. Asset-based approaches – including asset mapping and asset-based 
community development (ABCD). Asset-based approaches share an underpinning 
philosophy around individual and community strengths and capabilities as the 
foundation for improving for health and wellbeing.21, 42 The process of identifying an 
inventory of assets (asset mapping) forms the basis for planning and then 
developing social action to improve health. The report ‘What makes us healthy’ 
describes the defining themes of asset based ways of working as ‘place-based, 
relationship-based, citizen-led’ together with promoting social justice and equality.20:6 
While asset-based values can be applied across the range of community-centred 
approaches, there is also a suite of specific asset-based methods including asset 
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mapping, ABCD, appreciative inquiry and world café.40, 80 Some approaches 
emphasise community mobilisation and while others, like social prescribing, align to 
co-production approaches working in partnership with services and professionals  
 
Asset-based community development 
ABCD originated from the University of Chicago and is a specific methodology that focuses on 
creating social change by identifying and building assets within a community. Assets include 
community associations, local services, informal groups and networks, and the skills, 
knowledge and commitment of residents.40, 81 ABCD places emphasis on strengthening 
relationships within communities and on community-initiated activities, as communities are 
regarded as the primary building blocks for change.81 
 
3. Social network approaches. These approaches focus on strengthening community 
and social support between people, via collective or community organising 
activities82 (as opposed to more individually-based peer support). Interventions will 
typically set up structures or processes that either enhance existing networks, for 
example neighbourhood network models that coordinate informal support to older 
people83, or create new ones, for example self help groups73, 84 or time banking 
schemes. Recovery communities is a UK example of a mutual aid intervention that 
involves creating an environment where there are positive social relationships and 
offering peer support to people with a history of drug or alcohol misuse.85, 86 ‘Men’s 
sheds’ is another effective mutual aid intervention, aimed at improving the wellbeing 
and social connectedness of men at risk of social isolation87  
 
Time banking 
Time banking is a specific community capacity and social networks based on the assets and 
time that people can share as volunteers.88 Time banking involves reciprocity in that people 
exchange services with each other based on the idea of ‘time credits’ to meet social or health 
needs. This reciprocity leads to a growth of social capital and mutual learning between 
people.89 There are a number of successful time banking schemes in the UK. Many of these 
involve disadvantaged or excluded communities in activities which improve mental and physical 
health.90  
 
How do these approaches work? 
Strengthening and empowering communities by building social cohesion, critical 
awareness and collective action is a strategy for tackling inequalities in health.18, 91 The 
central premise is that communities can be enabled to identify health and social issues 
and then devise and implement appropriate solutions, with the ultimate aim of creating 
more supportive and healthier environments.68 The emphasis is on community 
organising and capacity building, mutual aid based on strong social networks and 
independent community-led activities.70, 92 This can result in sustainable social action, 
tackling the root causes of health and ill-health. Empowered communities may also 
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challenge the status quo and campaign for more equitable distribution of resources, 
changes in services or policy.93 
 
Outcomes include more confident active communities,46 increased social engagement 
and social support and more extensive social networks.70, 87, 94 The individuals involved 
often find increased self-esteem and self-efficacy, sense of control and improved health 
literacy.95, 96 Community mobilisation can lead to positive change in the physical and 
social environment, such as improved housing, and improvements in community 
infrastructure and increased funding.49, 79 Outcomes cannot always be pre-determined 
as these approaches are developmental, with community members increasingly 
shaping the intervention.97 
 
Key reviews and resources 
 
 Elliott, E. et al. Connected Communities: A review of theories, concepts and 
interventions relating to community-level strengths and their impact on health and 
wellbeing. 2013. London: Connected Communities  
 Fisher, B. Community development in health: a literature review. 2011. London: 
Health Empowerment Group 
 Hothi, et al. Neighbourliness + empowerment = wellbeing: is there a formula for 
happy communities? 2007. London: The Young Foundation 
 Knapp, M. et al. Building community capacity. Making an economic case. PSSRU 
Discussion Paper 2772. 2011. Canterbury: Personal Social Services Research Unit 
 McLean, J. & McNeice, V. Assets in action: illustrating asset based approaches for 
health improvement. 2012. Glasgow: Glasgow Centre of Population Health 
 Milligan, C. et al. Men's Sheds and other gendered interventions for older men: 
improving health and wellbeing through social activity - a systematic review and 
scoping of the evidence base. 2013. Lancaster: Lancaster University 
 Seebohm, P. et al. "Bold but balanced: how community development contributes to 
mental health and inclusion". Community Development Journal. 2012, 47, 4: 473-490 
 
Volunteer and peer roles  
This group of approaches focus on enhancing individuals’ capabilities to provide advice, 
information and support and to organise activities around health and wellbeing in their 
own or other communities. The key features are that people are not working in a 
professional capacity (lay roles). They are usually drawn from the community they work 
in, and receive some training and support to undertake health promotion, early 
intervention and sometimes care in the community.98 The focus of interventions is 
usually on promoting health equity, with community members reaching out to and 
connecting with groups experiencing deprivation or social exclusion.17, 99 In the UK, 
most of these roles are undertaken on a voluntary basis, but some lay health workers 
are also employed as part of the wider public health workforce.100 This is a very broad 
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field of practice, with many different terms used to describe these roles.101Approaches 
are grouped into three categories: 
 
1. Bridging roles. These involve community members being connectors, signposting 
to services and information and supporting people to improve their health and 
wellbeing. Volunteers are often embedded in the community and are already ‘natural 
helpers’,102 but they are not necessarily peers. UK examples include health 
trainers,100 community health educators,103 navigators104, health champions,105 
community food workers106 and link workers in primary care.107 Roles typically 
include outreach and communication of health messages, social support to help 
people develop skills or change health behaviours, signposting to services and 
sometimes offering practical assistance.108, 109  
 
Health trainers and health champions 
Health trainers and champions make up an important part of the wider public health workforce 
in England.100 Health trainers support individuals to make positive changes to improve their 
lives and health, offering ‘support from next door’ rather than professional advice,110, 111 
underpinned by a common approach to behaviour change.112 Health trainers typically work in 
primary health care or community settings,110 but there are also specialised services working 
with groups such as ex-offenders.113  
Community health champions are volunteers who draw on their own local knowledge and life 
experience to motivate and support family, friends, neighbours and work colleagues to take part 
in healthy social activities and also establish groups to meet local needs. 105, 114 ‘Altogether 
Better’ is an example based on empowerment principles, recruiting over 20,000 champions to 
date.115 Health trainers and health champion programmes aim to address health inequalities by 
involving people from disadvantaged groups or those at risk of poor health.100  
 
2. Peer-based interventions. These aim to recruit and train people on the basis of 
sharing the same or similar characteristics as the target community, often with the 
aim of reducing communication barriers, improving support mechanisms and social 
connections. In the UK peer methods have been applied across a range of health 
issues, for example community-based smoking cessation116 and self management of 
long term conditions,117 and with marginalised groups such as sex workers118 and 
people experiencing homelessness.119 Although all peer approaches aim to tap into 
the social influence of people who share similar experiences or characteristics, peer 
education focuses on teaching and communication of health information, values 
and behaviours between individuals,120 peer mentoring involves one-to-one 
relationships that model and support positive behaviour121 and peer support 
involves providing positive social support and helping buffer against stressors.84 
There is a clear link between peer support roles and mutual aid interventions that 
aim to encourage self-help and create supportive networks. 
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Peer support 
Peer support occurs naturally between people, but can also be developed through formalised 
interventions where peer support workers draw on their own life experiences to provide social 
support, organise group activities and act as positive role models to others who face similar 
circumstances.84, 101 Breastfeeding peer support is a common UK model and involves parents 
offering lay advice and supporting other parents to initiate and maintain breastfeeding through 
one-to-one support and in group settings.122, 123 Breastfeeding peer support workers usually 
receive comprehensive training and work in partnership with midwives and health visitors. 
Other areas where peer support interventions are used include mental health,124 smoking 
cessation and promoting healthy lifestyles in deprived communities.25  
 
3. Volunteer health roles. Within an extensive range of formal volunteer health roles 
in the UK,125 many of these are focused on reducing health inequalities. Common 
health improvement models include walking for health,126 befriending28 and 
environment and health volunteering projects.127 Volunteers typically receive 
training and support to undertake a heath role. Some programmes encourage 
volunteers to independently lead health-promoting activities in their community. The 
Big Lottery Well-being programme, for example, supports a range of community 
wellbeing portfolios with volunteers involved in healthy eating, mental health and 
physical activity in communities.128 
 
Walking for health  
This is a volunteer-led physical activity programme that has been extensively adopted across 
England with over 600 walk schemes.126 Walk leaders, most of whom are volunteers, receive a 
one-day training and then plan and lead local walks, supporting those attending as required. 
Opportunities for social contact through the groups helps motivate people to part in physical 
activity,129, 130 with some schemes focusing on reducing inequalities in access to green 
space.131 A audit in 2012 found around 10,000 volunteers and 70,000 people were regularly 
taking part in health walks.129 
 
Befriending 
Befriending is a specific type of volunteering role aiming to provide social support and 
companionship on a one-to-one basis to individuals who at risk of social isolation. Befrienders 
usually develop a relationship over time through regular visits to people in their own home, as 
well as helping with small practical tasks such as shopping.28 Many befriending schemes are 
community-led. 
 
How do these approaches work? 
 
These approaches build on the skills, knowledge and commitment of individuals and 
then develop their capacity to become ‘agents of change’.7 The premise is that people 
will use their life experience, cultural awareness and social connections to relate with 
other community members, to communicate in a way that people understand and to 
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reach those not in touch with services or who are resistant to professional messages.99 
Social support provided through health roles can be emotional (providing empathy and 
care), instrumental (helping with practical tasks), informational (providing advice), and 
appraisal (offering feedback and reflection).82 While the focus is often on delivery of 
activities or services, there are many examples of community-led interventions that aim 
to empower community champions or advocates.104, 105 Some US lay health advisor 
models have explicit ‘inreach’ elements to ensure community experiences are fed into 
planning more equitable services.132  
 
Outcomes relate to individuals who undertake a public health role and the community 
members they work with. For volunteers, outcomes include increased knowledge and 
awareness, skills, self-confidence, quality of life and improved mental health.127, 133, 134 
Volunteering in a health role can also be a pathway to education, employment or other 
volunteer roles.135 Outcomes for recipients depend on focus of intervention but can 
include health behaviour change, increased social support, improved access to 
services28, 68, 100 and better management of health conditions.136 Service outcomes can 
include better reach and uptake, increased workforce capacity and changes in service 
use.125, 137  
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in disadvantaged groups." International Journal of Environmental Research & Public 
Health. 2013, 10, 11: 5507-5522 
 Mundle, C., et al. (2012). Volunteering in health and care in England. A summary of 
key literature. London, The King's Fund 
 O'Mara-Eves, A., et al. "Community engagement to reduce inequalities in health: a 
systematic review, meta-analysis and economic analysis." Public Health Research. 
2013,1,4 
 Repper, J. et al. Peer support workers: theory and practice. Implementing recovery 
through organisational change briefing. 2013. London: Centre for Mental Health and 
Mental Health Network 
 Royal Society for Public Health. Tackling health inequalities: the case for investment 
in the wider public health workforce. 2014. London: Royal Society for Public Health 
 South, J., et al. People in Public Health - a study of approaches to develop and 
support people in public health roles. 2010. National Institute for Health Research 
Service Delivery and Organisation programme 
 Windle, K. et.al. Preventing loneliness and social isolation: interventions and 
outcomes. Social Care Institute for Excellence Research Briefing 39. 2011. London: 
Social Care Institute for Excellence 
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Collaborations and partnerships 
 
This group of approaches is characterised by partnership working with communities to 
improve planning and decision-making. In recent years the term ‘co-production’ has 
been used to describe engaging community members and service users as equal 
partners in service design and delivery.138 However, the ideas around community-
professional partnerships and community engagement are not new. There is a long 
tradition of participatory and collaborative approaches in health promotion and public 
health,139, 140 with links to patient and public involvement in health and care services.66, 
141 Collaborative approaches involve communities and local services working together 
at any stage of the planning cycle: identifying needs and agreeing priorities, planning 
and programme design, decision-making, implementation and evaluation. These 
approaches are grouped into four broad categories, but this is an area where there are 
many variants: 
 
1. Community-based participatory research (CBPR). CBPR involves partnerships 
between communities, services and academic researchers, usually with the purpose 
of identifying community needs and then working together to develop 
programmes.142 Participatory research, with its core elements of collaboration, 
mutual education and action,143 fits within the broader field of public involvement in 
health research.144 In CBPR, community researchers are recruited and trained to 
gather data in their community and then identify health issues and potential 
solutions. A range of research designs can be used,145 from questionnaire-based 
surveys, through to creative methods such as Photovoice.146 Established methods of 
participatory needs assessment, such as rapid participatory appraisal,147 are now 
complemented by asset-based methods.80 Participatory research can be the first 
stage of a collaborative planning cycle, as exemplified by the ‘Connected Care’ 
model.148  
 
2. Area-based initiatives. ABIs tackle social or economic disadvantage at an area or 
neighbourhood level through partnership working and multi-faceted programmes 
where health is often a strand alongside economic development, urban 
regeneration, access to services and education.149, 150 Community involvement, from 
consultation through to representation on local regeneration boards, is integral to 
identifying needs, shaping services and improving local areas.149 Health action 
zones [1999-2003], for example, built intersectoral action and community 
involvement on health inequalities across whole districts.151  
 
Healthy cities 
This is an international movement focused on improving health and addressing health 
inequalities through local political leadership, urban planning, intersectoral action and 
community participation.152, 153 Participation occurs at different levels of governance, 
and ranges from public consultations through to community empowerment projects.154 
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There are many European case studies of community participation leading to joint 
action on health10 and from further afield. Community leadership is a strong feature of 
California healthy cities and communities155 and Latin American civil society 
movements, such as Nossa Sao Paulo.156 
 
3. Community engagement in planning. Multiple approaches exist for involving 
communities in planning and decision-making in local government2 and the NHS.66 
Communities can provide insights around the wider determinants, for example, 
through involvement in health impact assessment157 or environmental audits158 
or take part in priority setting and determining how health issues will be addressed.7, 
159 The Healthy Communities Collaborative, for example, uses an community 
action model to identify health topics and build joint activity between professionals 
and community members.160 Community engagement methods include area 
forums, open space events, planning for real, user panels, deliberative 
polling,159, 161 residents committees and citizens juries,7 fairness 
commissions162 and participatory budgeting.163 Efforts are required to ensure 
engagement processes are inclusive and seldom heard communities are involved.164  
 
Participatory budgeting 
Participatory budgeting (community budgeting) is a devolved form of decision-making, 
usually place-based, where community members and community groups come together 
with service providers to take a fresh look at local issues and decide the allocation of 
resources.163 Various UK initiatives have been piloted including Total Place pilots,165 
Whole Place Community Budgets166 and Neighbourhood Community Budgets. 167 
Participatory budgeting can be used to tackle the root causes of ill health and bring 
about a more upstream approach to health.167 In 2014, the British Academy 
recommended using participatory budgeting to increase mental capital in 
communities.168  
 
4. Co-production projects. Co-production approaches seek to develop equal, 
reciprocal partnerships between professionals and those using health and care 
services.169 They share many of the features of other collaborative approaches but 
with more focus on people with long term conditions or needing social care. There is 
community input into the design process and shared delivery between professionals 
and communities through community-based services, volunteering and peer support 
networks.170, 171 Co-production projects share a common philosophy recognising 
people’s capabilities and assets, however there is no standardised model and 
projects range from personalisation and self care projects to time banks in general 
practice. People Powered Health is an example of a national programme based on 
co-production principles and leading to service redesign and community mobilisation 
around long term conditions.172  
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How do these approaches work? 
 
The premise is that involving communities in assessment, design and development of 
solutions will result in services and health programmes that are better matched with 
needs.7, 68, 159 The degree to which power is shared with the community can vary from 
consultation processes to long term sustainable partnerships with increasing community 
control. Collaborative approaches include some element of capacity building, 
developing skills, knowledge and community leadership,7, 173 which can lead to long 
term changes in community representation and participation.155, 174 They also require 
organisational change and professionals committed to power sharing with the skills to 
work in facilitative and empowering ways.7, 175 
 
Outcomes will depend on focus of interventions, whether aimed at individual lifestyle 
factors68, 160 or wider determinants such as educational attainment, housing 
improvements, social capital or reduced crime.150, 176, 177 Community members who get 
actively involved, for example, as community researchers, may derive benefits such as 
increased skills, confidence and a route to employment.148, 178 Organisations can benefit 
from better intelligence of needs and assets,179 increased satisfaction with services and 
better relationships with communities.163 Changes in policy or re-configuration of 
services can also result from public participation.145, 180 
 
Key reviews and resources 
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Access to community resources  
 
This group is about connecting individuals and families to community resources – 
information, services, practical help, and group activities and volunteering opportunities 
– in order to meet health needs and enhance wellbeing. Most areas will have a rich and 
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diverse third sector, with many organisations contributing to community health and 
wellbeing181 as well as providing specialist services and advocacy for underserved 
groups.182 Tapping into the assets of voluntary and community organisations 
(sometimes referred to as non-traditional providers),183 these approaches establish 
referral routes, reduce barriers to accessing services and social participation, and 
commission and coordinate group activities. Approaches are grouped into: 
 
1. Pathways to participation. This covers social prescribing80 and other types of non-
medical referral systems including arts on prescription,184 green gyms,185 referral 
systems for food banks,186 welfare advice in primary care187 and interventions 
which widen volunteering opportunities for people with specific health needs.127 The 
broad aim is to connect individuals with non-clinical or social needs or those with 
mild to moderate mental health problems to opportunities for social interaction, 
support, learning and healthy living activities. Pathway approaches are often based 
within general practice and/or involve primary care teams, but use a social 
determinants rather than a clinical model of health.188  
 
Social prescribing 
Sometimes called community referral, this is a generic model that enables individuals 
presenting through primary health care to be signposted and connected to local 
organisations, groups and activities.80, 189 Different types of social prescribing schemes 
exist, some of which are focused on specific health issues such as mental health or 
physical activity,189 others link with a broad range of provision, including befriending and 
advice services.190 Staff with knowledge of the resources available in the local 
community match individuals to opportunities and support them to engage in activities. 
In some social prescribing schemes, health trainers and health champions signpost and 
support clients to become involved in community activities.191 
 
2. Community hubs. These are community centres or community anchor 
organisations192 focused on health and wellbeing that can be either locality based or 
work as a network. Community hubs, such as healthy living centres, typically 
provide multiple activities and services that address health or the wider determinants 
of health, most of which are open to the wider community.193 Some hubs layer health 
into an existing community resource such as faith settings194 or libraries,195 others 
build social activities and support services within a primary health care setting.196 
There are often outreach projects, social prescribing and volunteering schemes 
nested within a community hub, and some include co-located health services.197, 198 
 
Healthy living centres 
These were aimed at reducing health inequalities through an upstream approach to 
health.199 Originally supported by the New Opportunities Fund (later Big Lottery), the 
initiative ended in 2007, but some healthy living centres remain part of the community 
infrastructure, for example, ‘HealthWORKS’ in Newcastle198 and Bromley-by-Bow 
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Centre.197 Healthy living centres typically deliver a range of services in partnership with 
the community and other organisations including: healthy living activities, social groups, 
community cafes, employment and skills training, community gyms, social support 
groups, volunteer-led activities, financial and housing advice and outreach.193, 200 The 
healthy living centre model widens access to local services by making health and social 
activities easy and attractive to join, and by reducing barriers for disadvantaged 
groups.193 
 
3. Community-based commissioning. Holistic models of community-based 
commissioning use a social determinants approach and recognise that individuals, 
particularly from vulnerable groups, have a range of health and social needs which 
cannot be met solely by health services.188, 196 Commissioning cycles typically 
involve three linked elements: community engagement to understand community 
needs and assets, which may be linked to the joint strategic needs assessment; 
partnership working to tap into the knowledge and expertise of the third sector; 
solution-focused commissioning where non-traditional providers deliver preventive 
and care services,201 which can in turn add social value through community 
engagement.202 Examples of new frameworks for community-based commissioning 
include a commissioning model for gypsies and travellers, homeless people and sex 
workers,203 and care pathways linking medical care with social support for people 
with long term conditions.183  
 
How do these approaches work? 
 
A large and diverse voluntary and community sector exists in most areas.181 However, 
there is often a low level of awareness of what is available and people may face barriers 
that prevent them engaging in activities. These approaches therefore work by opening 
up access to advice, social support and opportunities for learning, social interaction and 
volunteering.30, 204, 205 A key element is the interface with primary health care, with 
potential for innovative models, as proposed by the NHS Five Year Forward view.3  
 
The Royal College of Physicians recommends that “in the course of all doctor-patient 
consultations there needs to be more scope to discuss the root causes of ill health and 
signpost patients towards appropriate support and services, inside and outside the 
health sector”. 206:8 Community hubs and commissioning models work by developing 
organisational and community capacity to respond to individual and community needs. 
In contrast pathway interventions focus more signposting and supporting individuals 
moving between primary health care and local voluntary and community organisations. 
Outcomes for community members can include reduced social isolation, increased 
social connectedness, increased knowledge and awareness of health issues, changes 
in health behaviours, and better access to services.189, 193 Community outcomes include 
increased capacity through additional volunteers, funding or shared resources. 
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Outcomes for health services can include more appropriate use of services, increased 
capacity to manage non-clinical need and raised awareness of community assets.190, 203 
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Health outcomes and evidence  
What do we know about the effectiveness  of community-centred approaches for health 
and wellbeing? NICE guidance endorses community engagement as a strategy for 
health improvement.7 Since the guidance was issued, UK practice has continued to 
grow and diversify and new studies add to the evidence base. This section provides a 
broad overview of what is currently known about the effectiveness and cost 
effectiveness, signposting to major reviews. It first looks at what outcomes can be 
expected from involving communities as active participants in health and wellbeing.  
 
Understanding outcomes from community-centred approaches  
Working together to take action on health is a process leading to improvements in the 
determinants of health and an outcome in itself.46, 68 The US Institute of Medicine has 
adopted a framework for community-based prevention with three interrelated domains: 
 
 health (physical and mental) – morbidity, mortality, quality of life 
 community wellbeing – physical, social and economic environments 
 community process – leadership, skills, civic participation, community 
representation207 
 
Confident and connected communities will be able to engage in other issues relating to 
local services and the environment in which they live, improving civic engagement.208 
Equity outcomes, such as improved living conditions and more accessible and 
appropriate services, may result.7, 18 Social participation, that is our interactions and 
connections to others, is not separate from other types of participation but part of a 
spectrum of activity209, 210 leading to improved individual and community wellbeing.29 For 
example, analysis of the European Social Survey shows a weak but significant 
association between participation in civil society through voluntary groups and quality of 
life.204:271 A study of English local authorities reports that ‘areas that enjoy vibrant 
community life are more likely to have high–performing public services’, as measured 
through the Comprehensive Performance Assessment.211:234  
 
As well as promoting uptake and widening access to services, community-centred 
approaches may increase health literacy and give individuals the confidence to engage 
in their health care.46, 68, 212 Engaged communities can provide supportive environments 
and positive social norms that help individuals gain motivation, confidence and skills to 
self care.213  
 
Community-centred approaches do not tend to deliver neat, simple solutions and 
outcomes are often connected, for example, improved mental health and lifestyle 
change.128 In interventions that work well, these links are reinforced by supportive 
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processes so that there is a virtuous circle of sustainable social action. Table 2 
summarises the range of potential outcomes reflecting the levels at which changes 
occur.  
 
Table 2. The range of outcomes from community-centred approaches 
 
Individual Community level Community process Organisational  
Health literacy – 
increased 
knowledge, 
awareness, skills, 
capabilities 
 
 
Behaviour change – 
healthy lifestyles, 
reduction of risky 
behaviours 
 
Self-efficacy, self-
esteem, confidence 
 
Self-management 
 
Social relationships 
– social support, 
reduction of social 
isolation 
 
Wellbeing – quality 
of life, subjective 
and objective 
wellbeing  
 
Health status 
physical and mental 
 
Personal 
development – life 
skills, employment, 
education 
Social capital – 
social networks, 
community 
cohesion, sense of 
belonging, trust 
 
Community 
resilience  
 
Changes in 
physical, social 
and economic 
environment 
 
Increased 
community 
resources – 
including funding 
 
Community 
leadership – 
collaborative working, 
community 
mobilisation/coalitions 
 
Representation and 
advocacy 
 
Civic engagement – 
volunteering, voting, 
civic associations, 
participation of 
groups at risk of 
exclusion  
Public health 
intelligence 
 
Changes in policy 
 
Re-designed 
services 
 
Service use – 
reach, uptake of 
screening and 
preventive services 
 
Improved access to 
health and care 
services, 
appropriate use of 
services, culturally 
relevant services  
 
 
 
Evidence of effectiveness 
There is a substantial body of evidence on the benefits of community participation and 
empowerment in addressing the social determinants of health and removing barriers for 
marginalised and vulnerable groups.18, 34 A rapid scoping review undertaken to inform 
this report identified 128 reviews of relevance; 32 of these were systematic reviews. 
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Most of these reviews report positive outcomes from working with communities, 
although some also report insufficient evidence to draw firm conclusions or have mixed 
results. Some reviews point to the importance of avoiding negative effects for those who 
volunteer178 and supporting people to engage.101 
 
A recent NIHR-funded systematic review and meta-analysis of effectiveness studies68 
provides a comprehensive assessment of community engagement, with 315 included 
studies grouped into three models: (i) empowerment (ii) peer/lay models (iii) 
patient/consumer involvement in service development. The conclusions were: 
 
“Overall, community engagement interventions are effective in improving health 
behaviours, health consequences, participant self-efficacy and perceived social support 
for disadvantaged groups. There are some variations in the observed effectiveness, 
suggesting that community engagement in public health is more likely to require a ‘fit for 
purpose’ rather than ‘one size fits all’ approach.”68:xvii 
 
There is reasonably strong evidence on the positive impact of social participation,26, 28, 30 
taking part in volunteering57, 125, 127, 214 and community engagement178 with a range of 
benefits reported including better physical and emotional health, increased wellbeing, 
self-confidence, self-esteem, and social relationships.178, 214  
 
There are some negative effects reported including burnout with high time spent 
volunteering, stress from responsibilities and consultation fatigue where ideas are not 
followed through.178, 215 Groups that are already at risk of social exclusion may face 
barriers to taking part or experience additional stresses when involved.178, 216 A review 
of volunteering, mental and social exclusion cautioned that volunteering does not 
‘guarantee’ social inclusion.216:169 These issues are critical in the current climate when 
many individuals and communities are experiencing the effects of austerity.  
 
There are inevitably gaps in the evidence base. There are many examples of 
transferable and sustainable community programmes in England that have not been 
written up in peer reviewed journals. There is inevitably a publication bias towards 
professionally led interventions, as many small successful community health projects 
‘operate under the radar of formal evaluations’.217:5 The dynamic nature of participatory 
methods is not always reflected in academic literature, often changes occur long after 
the evaluators have left. More evidence needs to be based on lived experiences of 
those most affected by health inequalities,218 including through research controlled and 
led by users.219 
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Economic aspects 
In a period of economic restraint, it is vital that local government and the NHS obtain 
economic and social value from the services they commission and deliver. Traditional 
ways of looking at value have tended to ignore what people and communities can bring 
to services.220 It makes sense that building on the assets within communities will lead to 
a more equitable and sustainable use of resources.3 Of course, community involvement 
and volunteering are not free. Training, volunteer coordination, project management and 
set-up costs, meeting out–of-pocket expenses and ongoing support are all legitimate 
costs.  
 
Evidence on the cost-effectiveness of community engagement interventions is limited, 
although some reviews have reported cost benefits in some circumstances.100, 221, 222 
The recent review on community and engagement and inequalities concluded that there 
was not enough evidence to draw firm conclusions, with only 21 economic evaluations 
of mixed quality.68 Evaluations may fail to capture the full span of resources used68 and 
the wider benefits of involvement and unanticipated outcomes.223 For example, many 
volunteer and peer health programmes will see a proportion of volunteers gain 
employment,224 which generates savings to the public purse but may not be picked up 
in an evaluation about health behaviours. Using 2011 figures, the Cabinet Office 
calculated the monetary value of volunteering to the wellbeing of the volunteers as 
£13,500 per person per year.225  
 
Currently there is considerable interest in developing practical methods to estimate the 
return on investment of community and volunteer programmes. The London School of 
Economics undertook an economic analysis of community capacity building using three 
interventions: time banking, community navigators and befriending. All three were found 
to deliver a net economic benefit when costs and value were calculated.88 For example, 
time banking had an estimated net value of £667 per person per year, extending to 
£1312 if improvements in quality of life were included in the analysis.  
 
Using social return on investment (SROI) methodology, a specific methodology for 
assessing value, an analysis of community development in local authorities reported a 
return of £2.16 for each pound invested, and the value of volunteers running activities 
was almost £6 to a pound invested to employ a community development worker.226 York 
Economics consortium carried out an SROI on individual case studies from ‘Altogether 
Better’ health champion projects and found that overall, and based a number of 
assumptions, there was a positive return on investment but with large variability from 
£0.78 to £111 per pound invested. Similar results about the positive return on 
investment have been found in other volunteer prevention programmes.227, 228 
 
In summary, despite an incomplete picture, community-centred approaches, including 
community capacity building and volunteering, potentially offer a significant return on 
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investment. Variability in the economic value may be due to multiple factors, but poor 
volunteer retention, high turnover and low levels of community ownership and low 
uptake are likely to push costs up. Hidden costs should not be borne by the community, 
and consideration should be given to whether financial incentives to support 
engagement are needed. 
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Conclusion 
Communities are vital building blocks for health and wellbeing (figure 4). At an individual 
level, joining social activities, connecting to others and taking part in local decisions help 
keep us healthy and well. At a collective level, confident and connected communities 
provide the social fabric that is necessary for people to flourish. An equitable health 
system involves people in determining the big questions about health and care and 
actively removes barriers to social inclusion. That is why individual and community 
empowerment have to be core to efforts to improve the population’s health and reduce 
health inequalities.  
 
Figure 4. Building healthier communities 
 
 
 
This report provides a guide for working with communities as part of a whole-of-society 
approach to health. It has pulled together a new family of community-centred 
approaches that maps the range of potential interventions, how they work and where 
major sources of evidence and reviews of practice can be found. This is not an area that 
is amenable to simplistic solutions and deciding which approach to use will depend on 
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local context and priorities, community and organisational capabilities, and what the 
desired outcomes are.  
 
Local government, the NHS and third sector have vital roles in building confident and 
connected communities, where all groups, but especially those at highest health risk, 
can tap into social support and social networks, have a voice shaping services and are 
able to play an active part in community life. Those leading, commissioning and 
providing health improvement services and programmes need to consider the 
implications of this report and identify practical actions that can be taken to build more 
confident and connected communities. PHE and NHS England will help make evidence 
and learning on community-centred approaches more accessible and will support 
knowledge exchange to mainstream good practice. 
 
Implications for local leaders and commissioners 
 consider how community-centred approaches that build on individual and community 
assets can become an essential part of mainstream strategies and local plans to 
improve health and wellbeing. There is a compelling case for a shift to more person 
and community centred ways of working 
 recognise the scope for action. There are a diverse and broad range of community 
engagement and development methods that can be used to improve physical and 
mental health. Many models have been ‘tried and tested’ in the UK and offer 
alternatives for positive change 
 use the family of community-centred approaches as a tool to consider potential 
options for commissioning health improvement and preventive services. Chose 
approaches based on whether the priority is to strengthen communities, build the 
community/volunteer workforce as agents of change, co-design services or ensure 
good access to healthy living activities. Whole system commissioning will use a mix 
of approaches and linked elements to achieve health goals 
 involve those at risk of social exclusion in designing and delivering solutions that 
address inequalities in health. People with lived experience of deprivation bring vital 
knowledge and connections that can hold the key to creating pathways to good 
health  
 celebrate, support and develop both formal and informal volunteering. Volunteering is 
the bedrock of community action, brings benefits to individuals and increases the 
capacity of services. Grants, training, marketing, organisational support and 
commissioning volunteer-led services are all ways to support local volunteering 
 apply existing evidence to the local context, but be prepared to evaluate to check out 
whether approaches work and for whom. Share learning with others to support good 
implementation and best practice 
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Appendix 1. How the family was developed 
The family of community-centred approaches was developed as part of the ‘Working 
with communities: empowerment, evidence and learning’ project. One of the objectives 
of the project was to develop a conceptual framework on community-centred 
approaches to health and wellbeing and identify sources of evidence and knowledge 
that can be used to support their application in practice. 
 
The family of approaches was developed to make sense of the rich and diverse range 
of community-based prevention interventions, models and participatory methods and 
practices. The family analogy was used to develop a visual aid to represent the four 
major strands of practice. The development process involved drawing on different 
sources of information: 
 
1 A scoping review was undertaken by a team at Leeds Beckett University. This 
involved systematic searching of conceptual and review papers on community-
centred approaches. Titles and abstracts were screened and relevant publications 
were identified and coded. Conceptual papers with typologies were identified 
through this process. Most were of limited relevance to categorising interventions in 
practice. 
2 A major review of community engagement and inequalities led by the Institute of 
Education had identified three distinct theories of change: (i) empowerment (ii) 
lay/peer involvement in delivery (iii) patient/consumer involvement in development.68 
3 An initial ‘family’ was developed around four basic strands, three of these closely 
based on three theories of change and a fourth strand added on connections with 
community resources. The family was then populated and broadened to reflect the 
breadth of UK practice and the evidence base on social participation and social 
connectedness as well as the more traditional civic participation. Empowerment was 
not used a category, as evidence shows empowerment can occur across any of the 
approaches. 
4 The initial family model was then tested with a number of stakeholders working at a 
national level and in practice. This included discussion with Nottinghamshire County 
and Nottingham City public health team, a workshop at the Manchester Festival of 
Public Health, and a presentation to the Strategic Partner Programme. Responses 
were overwhelmingly positive and the family was seen to have a good fit with 
practice. 
5 The results of the scoping review were mapped back to the family. Reviews listing 
types of approaches/interventions7, 68, 94, 159 were identified and checked against the 
family leading to additions in lists. 
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About NHS England 
“The NHS belongs to the people. It is there to improve our health and wellbeing, 
supporting us to keep mentally and physically well, to get better when we are ill and, 
when we cannot fully recover, to stay as well as we can to the end of our lives. It works 
at the limits of science – bringing the highest levels of human knowledge and skill to 
save lives and improve health. It touches our lives at times of basic human need, when 
care and compassion are what matter most”.  
 
NHS Constitution 
The mission of NHS England is to deliver: 
 
‘High quality care for all, now and for future generations.’ 
 
The purpose of NHS England is to deliver improved health outcomes for England by: 
 
 allocating resources to clinical commissioning groups and supporting them to 
commission services on behalf of their patients according to evidence-based quality 
standards 
 directly commissioning specialised care services, primary care services, healthcare 
for the armed forces and their families, healthcare for those in the justice system and 
a range of public health services 
 achieving equal access to health services designed around the needs of the patient 
 
Working in partnership  
NHS England is committed to putting patients at the heart of everything it does. NHS 
England works in partnership with a number of other NHS bodies including the Care 
Quality Commission, Monitor, the NHS Trust Development Authority, Public Health 
England, NICE, Health Education England and the Health & Social Care Information 
Centre, each of whom has distinctive responsibilities within the NHS.  
 
For Further information on NHS England, visit www.england.nhs.uk. 
